A case of anomalous origin of the left coronary artery from the pulmonary artery is reported in which surgical correction by anastomosis of the left subclavian artery to the left coronary artery was performed at the age of 6 months. There was a dramatic clinical improvement, and at 22 months repeat angiocardiography disclosed a patent graft and remarkable improvement in left ventricular function. It is recommended that this is the operation of choicefor infants in whom cardiac catheterisationfails to show a shunt into the pulmonary artery or the shunt is small.
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Anomalous origin of the left coronary artery from the pulmonary artery is a condition with an 80 per cent mortality in patients having symptoms in infancy (Gasul et al., 1966) , but with advances in cardiac surgery definitive correction of this anomaly is now possible. However, there is debate about the best technique. The most commonly performed operation is that of grafting the left coronary artery to the aorta using saphenous vein and this has been done with reasonable success (Cooley et al., 1966; Nora et al., 1968; Somerville and Ross, 1970; Gasior et al., 1971; Akhtar et al., 1973; Endo et al., 1974; Chaitman et al., 1975 ), but El-Said et al. (1973 reported obliterative changes in 3 of 5 successful grafts.
We report a case in which surgical correction was achieved by anastomosing the left subclavian artery to the left coronary artery, and our experience leads us to believe this to be the procedure of choice for this condition.
Case report
The patient, a baby girl, presented at the age of 5 months with failure to thrive and tachypnoea. She was the product of a normal pregnancy, and her birthweight was 3-1 kg. There were no neonatal problems but she never fed well and at 5 months of age weighed only 4-5 kg. On examination she was tachypnoeic with subcostal recession. There was moderate hepatomegaly. The about the persistence of left ventricular dysfunction and the patency of the graft. Sixteen months after the operation, at the age of 23 months, cardiac catheterisation was repeated. There was no left-toright shunt. The pulmonary arterial pressure was 15/7 mmHg, with a v wave of 11 mmHg and a mean pressure of 6-5 mmHg in the wedge tracing. Left ventriculography (Fig. 2) showed severe mitral regurgitation but good left ventricular contraction (ejection fraction 077). Aortography (Fig. 1) showed that the left anterior descending coronary artery filled from the left subclavian artery. The circumflex filled from the right coronary artery.
Discussion
In anomalous origin of the left coronary artery from the pulmonary artery, ligation of the left coronary artery has been the usual practice (Wagner et al., 1967) . However, creation of a two-coronary system has the theoretical advantages of a lower risk from ischaemic heart disease should this develop, and in cases with poor intercoronary blood flow, provides an adequate circulation to all parts of the coronary tree.
The operation of saphenous vein grafting has not been reported in infants but it has had considerable success in children in the few cases published. However, El Said et al. (1973) have documented the development of stenosing lesions in these grafts from 2 to 5 years after the operation. Keith (1959) It is difficult to be certain of the place of surgery -as the small proportion of patients with this anomaly who survive infancy improve spontaneously. Indeed Nora et al. (1968) recommend medical management until childhood before corrective surgery at the age of 5 years. However, by this time many patients will have died and, as a successful surgical alternative appears to be available, it seems reasonable to adopt a more active course. The size of the shunt into the pulmonary artery is important in this decision since Askenazi and Nadas (1975) report that when the shunt is not detectable or very small, there is a high mortality, whereas when there is a large intercoronary flow, survival is the rule. Certainly, our patient, who had no detectable shunt, was in persistent left ventricular failure, and the successful surgical result and dramatic clinical improvement argue strongly in favour of the active approach, in so far as observations from any single case can. Repeat investigation has shown a patent graft, and a most remarkable improvement in left ventricular function. Mitral regurgitation is still present and severe, but in view of the good left ventricular function and low right heart pressures this should be tolerated for some considerable time.
In conclusion we have confirmed that anastomosis of the left subclavian artery to the left coronary artery is feasible in the infant with anomalous origin of the latter vessel from the pulmonary artery, and believe that it should be performed as soon as possible when there is no detectable shunt into the pulmonary artery or when the shunt is small. 
